Of recent years the problems of human relations in hospital have attracted considerable concern, and one of the most discussed aspects of these relations is the giving of information to patients by medical and paramedical staff. The subject was discussed in detail by an international study group the proceedings of which are related by Barnes (1961) , and various studies have reported that one of the most frequent complaints by hospital patients is that they are not told enough (McGhee, 1961; Cartwright, 1964) . The demands of the patient are summarized by Freidson (1961) as falling chiefly and almost entirely under two heads: technical competence on the part of doctors and the taking of a personal interest in the patient. This study concentrates on matters which affect the patient's perception of personal interest being taken in him by hospital staff, and these consist mainly in the verbal and expressive exchanges which take place between him and the hospital personnel.
The aim of the interviewing programme was to interview about 200 patients aged 14 and over discharged successively from the hospital. Staff patients were excluded. Interviewing was done between January 25 and March 6, 1965.
As can be seen from Table I a successful interview was completed for 76 per cent. of patients only. Non-respondents are classified into "avoidable" and "inevitable". The "avoidable" lapses were due to two causes: either the patient left before he could be interviewed, or the discharge was not notified to the interviewer. Thus 21 per cent. of the sample were not interviewed owing to causes avoidable by administrative action. Much of this loss would not have occurred had the interviewer been resident in the hospital. Information was available from case notes on all the patients. The responders have been compared with the non-responders in respect of consultant, distance of home, sex, age, civil state, ward, length of stay, diagnosis, social class, and frequency of surgery, and as no important differences have been found, we assume in what follows that the responders are a representative sample of the whole group.
The interviews were carried out on the wards by the author. They took place whenever possible in a room or office with no third party present, but sometimes they had to be held in a recreation room where complete privacy could not be ensured.
The questions asked are set out in the Appendix.
Question 10 and 18-23 inclusive were the same as those asked by Cartwright (1964) and were included to give comparability with that study. One of the aims of this study was to compare the quality of staff-patient relations in the hospital with that prevailing in other hospitals, and it was felt that Cartwright's national study was the best yardstick by which to assess conditions in a particular hospital, 195 At this point a description of the indices used in this study to measure the quality of staff-to-patient communications is needed. There are five of these, and they will be referred to by the names "Diagnostic Agreement", "Satisfaction", "Articulation", "Demand", and "Hospital Image".
( Table III ). It appears that satisfaction in this hospital is at the average level for the country. also questions asked by Cartwright and the distribution of replies in the present study and in her study is also set out in Table in . There appears to be no difference between the levels of demand found in the two studies; our patients appear to be about average in this respect.
(5) Hospital Image is intended to indicate whether patients perceived hospital staff as helpful or obstructive in their attitude to patients seeking information. It is derived from Question 24, the reply YES indicating that the hospital was seen to be helpful, NO that it was unhelpful. There was, however, a large proportion of patients who could not answer this question. We have assumed that these patients' perceptions of the hospital were not entirely favourable, and combined them with those who answered NO. The question was one devised specially for this study, so that no comparison with other studies is possible.
One other variable which is important to the following discussion is that derived from Question 10: "Do you feel there is one doctor who is your particular hospital doctor ?". This question was also asked by Cartwright and, when allowance is made for the greater difficulty of tracing and identifying doctors which was inevitable in the national study, the distributions in Table III seem very similar.
The "Demand" and "Articulation" scores will be regarded as intrinsic characteristics of patients which, although they may be modified by the hospitalization experience, tend in the main to determine their response to hospitalization. The interrelation of these variables is set out in Table IV , in which the upper two levels of the articulation score have been combined. Articulation is clearly related to demand, for at the lowest level of demand, high articulation is quite uncommon. This is to be expected, since if you do not want to know much you are unlikely to ask many questions. Freidson (1961) noted that middle class patients were inclined to adopt a more critical and manipulative attitude to medical care than lower class patients. A similar observation was made by Simmons and Wolff (1954) . Coser (1962) distinguished patients into "outside-oriented" and "hospital-oriented" types: the latter were more passive in their acceptance of the decisions made for them by the hospital and regarded themselves for the duration of their stay as totally involved in the hospital environment, while the "outside-oriented" regarded the hospital as providing no more than a service of a defined and restricted kind and kept their main orientation in the outside world. Elsewhere, Coser (1960) remarked that the passive patient facilitated treatment, but resisted recovery: the active patient might interfere with treatment but was better equipped to recover. Shiloh (1965) distinguished "equalitarian" and "hierarchal" patients. The latter assumed a lowly position in the social structure of the hospital-roughly, it would seem, level with the cleaning women and clearly below all medical and paramedical staff-while the former regarded themselves as equal partners with the total hospital organization. Finally, Cartwright (1964) described an extreme group of "passive accepters", defining them rather stringently as patients who did not wish to be told much, asked no questions, and described no difficulty in communication, and finding that they constituted 10 per cent. of her sample. In our terms these are patients with low demand, low articulation, and very high satisfaction.
What is clear is that all these authors are referring basically to the same dimension of patient attitudes. It runs from the active participant to the passive receiver; from the demanding questioner to the undemanding accepter; and there is a strong implication that it is correlated with social class. Cartwright found the asking of questions (articulation, in our terms) to be positively related to social class and negatively to age. In our hospital both these associations were present (Table V, overleaf). We have found, however, no association between demand and social class, so that it is probably more accurate to identify the activity-passivity dimension of Coser, Shiloh, and the others with our "Articulation" rather than with "Demand". The active or equalitarian patient is distinguished not so much by his greater desire for information as by his greater inclination to ask questions. Cartwright, however, found some association between social class and demand, but only at the highest level of the demand scale; patients of higher social class were more likely to want very detailed explanations, but low demand, which indicates a desire to shut out communications on the anxiety provoking subject of one's own illness and treatment, was equally frequent in all social classes. Our hypothesis is that patients who consider that they have a personal doctor in hospital will receive better information and be more satisfied with communications than those who do not. The consequent predictions are that patients who consider they have a "personal doctor" in hospital will show a higher degree of satisfaction with communications, will have received better information (as indicated by the frequency with which they agree with the case-notes diagnosis), and will have a more favourable "hospital image". None of these predictions is clearly confirmed in Table VII , but it does appear that those who considered they had a "personal doctor" asked more questions and tended to be of a higher social class (Table VIII) than those who did not distinguish a "personal doctor". It may be that having a "personal doctor" facilitates the asking of questions; or that if a patient wants to ask questions he is inclined to pick a single member of the staff to whom to address them.* A third possibility is that members of the higher social classes expect to have a personal doctor in hospital and are more likely to distinguish doctors by name, while members of lower social classes are inclined to think of all doctors as just "doctors"; but explanations involving social class should be cautiously entertained in view of the fact that Cartwright (1964, p. 194) did not find any association between recognizing a personal doctor and social class.
It may be, then, that if people who at present are inhibited from asking doctors questions could be encouraged to do so, some of the most dissatisfied persons-namely the "inarticulate" but "demanding" group (see Table VI ) could be better satisfied. However, patients who merely claim personal doctors are not better satisfied: the hypothesis, as we have defined it, is not supported. What is needed is a definite organizational change by which staff will undertake the imparting of information to patients as a major function. The effect of such a change has yet to be tested, and until it is it would be wrong to dismiss the recommendations of the Cohen Committee (1963).
* Some support for this is furnished by Cartwright (1964), p. 94, COMMUNICATIONS IN RELATION TO DIAGNOSIS It seems likely that the quality of the information received by the patient, and his satisfaction with it, varies with the nature of his disease. This is crudely obvious with cancer, in which much information is deliberately withheld from the patient, but we have attempted to make the hypothesis more generally applicable. In the form examined here, it is: "the information received by the patient is most complete and gives most satisfaction when (a) the course of treatment for the disease is most predictable, (b) the treatment is specific and effective, (c) the prognosis is most favourable". These three dimensions (a), (b), and (c) 
